Aims-To study the value of wide needle (19 gauge) aspiration cytology in the diagnosis of lymph node disease in Zambia in the absence of a trained cytologist. Methods--Patients (n = 304) referred for surgical biopsy of an enlarged peripheral lymph node were studied prospectively. Surgical biopsy was routinely preceded by 19 gauge needle aspiration of the same node; aspirates were stained by haematoxylin and eosin and Ziehl Neelsen stains.
Lymph node enlargement is becoming more and more common in Central Africa as a result of the spreading HIV pandemic. Increasing numbers of patients are presenting for surgical biopsy to exclude HIV associated tuberculous lymphadenitis and lymphadenopathic Kaposi's disease.' Aspiration cytology offers a rapid and relatively cheap alternative to surgical biopsy in the diagnosis of lymph node disease, but remains underused in this region because of the scarcity of trained personnel, especially cytologists.
In the absence of a cytology service at our hospital we modified the fine needle aspiration cytology technique2-5 to suit the skills of a histopathologist. A wide bore (19 gauge) needle was used for aspiration to provide an increased yield of tissue and haematoxylin and eosin was used as the routine cytological stain. The technique is referred to as wide needle aspiration cytology and the following describes our observations on 232 lymph node aspirates using this technique.
Methods
In a prospective study covering the years 1989-1990, needle aspiration was carried out on patients undergoing diagnostic surgical biopsy of a peripheral lymph node in the University Teaching Hospital, Lusaka, Zambia. The patients were referred from all clinics and wards and were managed by one surgeon (CB). Cooperation with the chest clinic produced a bias towards patients presenting with suspected tuberculosis.
Aspiration 1-10/hpf; seven aspirates 11-100/hpf; 9 aspirates, > 100/hpf.
Caseation was present in 114 (90 5%, 95% CI 85A4-95 0%) granulomas in 27 (21-4%, 95% CI 14-3-28.6%) and giant cells in 14 (11-1%, CI 5-6-16-6%) of the 126 good quality haematoxylin stained aspirates from tuberculous nodes. Caseation was present in all but two acid fast bacilli positive good quality aspirates from tuberculous nodes and in 73 of 83 (88%, 95% CI 79-94-1%) acid fast bacilli negative good quality aspirates from tuberculous nodes. Granulomas or giant cells, or both, were present in six of the remaining ten acid fast bacilli negative, caseation negative good quality aspirates from tuberculous nodes. In only four of 126 (3-2%, 95% CI 0 9-7 9%) good quality aspirates from tuberculous lymph nodes did the diagnosis remain unsuspected on cytology.
Review of histological sections and aspiration slides showed that there were four false positive diagnoses of tuberculosis on cytology ( Fascicles of spindle cells were seen in eight aspirates. Only four of the nine good quality aspirates from Kaposi's disease showed spindle cells. Morphologically, these could not be distinguished from clusters of cells presumed to be fibrocellular material, aspirated from four nodes with no histological evidence of Kaposi's disease (two nodes with tuberculous lymhadenitis, one node with primary HIV lymphadenopathy, and one node with non-HIV related follicular hyperplasia).
Malignant cells were identified in all five good quality aspirates from malignant nodes (two nodes with metastatic disease, three nodes with non-Hodgkin's lymphoma). Plump hyperchromatic spindle cells, reported as possibly malignant, were reported from one aspirate from a node with Kaposi's disease and one node with tuberculosis.
A distinctly bloody aspirate was noted in a total of 62 with or without material adequate for cytological characterisation. Such an aspirate was more likely to have come from a node with Kaposi's disease: 14 of the 18 aspirates from nodes with Kaposi's disease and 48 of the 214 aspirates from non-Kaposi's disease nodes were distinctly bloodstained on cytological examination (2 = 25-97, p < 0O0001).
Thirty eight patients underwent aspiration both by 21 gauge and 19 gauge needle. The proportion of good quality aspirates by 21 gauge aspiration was 18 of 38 (47A4%) and by 19 gauge needle 29 of 38 (76&3%), a difference of 28-9% (95% CI 7 5-38&2%).
Discussion
The efficacy of aspiration cytology in the management of disease rests on four skillsnamely, aspiration, staining, cytological interpretation and clinical application.
Diagnostic needle aspiration was introduced during the 1920s-30s using a wide bore needle of 18 gauge size2 3 and has evolved into the modem technique known as fine needle aspiration cytology (FNAC), occurred where undue importance was given to an isolated giant cell and to a cluster of histiocytes interpreted as a granuloma. On two occasions small foci of amorphous material enmeshed in fibrin were interpreted as caseation: with greater experience they would not have been taken as such.
The most reliable cytological feature for the diagnosis of tuberculous lymphadenitis is the presence of acid fast bacilli, but the most common cytological feature associated with it in this study was caseation. Caseation was present in 73-6% of all aspirates (90 5% of good quality aspirates) from tuberculous lymph nodes, which compares with 25-40% of fine needle aspirates from tuberculous lymph nodes in India and Hong Kong." [1] [2] [3] [4] [5] One reason for the increased yield of caseation in our study may have been that the wider bore needle permits easier aspiration of thick, viscous, caseating material.
Malignancy was diagnosed or suspected in all malignant lymph nodes where the aspirate was of adequate quality.
Primary HIV lymphadenopathy was suggested by an aspirate showing reactive lymphoid hyperplasia in a patient population among whom HIV infection was the most common cause of reactive follicular hyperplasia. Similar appearances were seen in patients with secondary lymph node disorders associated with HIV infection and represent failure of the needle to sample that part of the node containing the secondary disease. Therefore, a presumptive cytological diagnosis of primary HIV lymphadenopathy must be supported by clinical findings and positive HIV serology. The primary importance of WNAC in HIV positive patients remains, however, the exclusion of treatable disease, the most important of which is tuberculosis.
The diagnosis of lymphadenopathic Kaposi's disease in our study was unsatisfactory. A good quality aspirate was particularly unlikely from a lymph node with Kaposi's disease. This is perhaps because the spindle cells are too cohesive to be sucked into the needle, and wide needle aspiration from this vasoactive disorder is especially likely to be bloody. Clusters of fibrocellular material from occasional non-Kaposi's nodes were also indistinguishable from the fascicles observed in aspirates from nodal Kaposi's disease. This is perhaps because the wide needle sometimes permits aspiration of the connective tissue of the lymph node; the presence of spindle cells on FNAC his reliably been found to predict the presence of Kaposi's disease in the United States. 16 The possibility that the nodes in our study contained isolated foci of Kaposi's disease cannot be excluded as the surgically biopsied nodes were not subjected to section at multiple levels.
In conclusion, we suggest that WNAC is a less rigorous technique than FNAC for both the aspirator and cytologist. We think it has a particularly valuable role in regions where diagnostic facilities are limited, as it allows a reliable cytology service to be provided by a histopathologist, with the exception of the diagnosis of nodal Kaposi's disease. With increasing exposure to cytological material, transition to FNAC could be made later as WNAC is associated with some disadvantages. Patient comfort usually requires infiltration of the skin for WNAC under local anaesthetic and, though very rare, the isolated cases of needle track malignant seeding have been reported from the use of wide needle aspiration.4
